I Sarkany FRCP (Royal Free Hospital, London WCJX 8LF) Mrs E R, aged 76 History: In 1961 right radical mastectomy was performed for carcinoma of the breast. The histology of the tumour revealed scirrhous adenocarcinoma showing some tubule formation consistent with a primary origin from breast -tissue (Fig 1) . Surrounding breast tissue showed fibroadenosis. No tumour was seen in lymph -nodes. Deep X-ray treatment was not given. 
Iympha dematous arm
On examination: The right upper limb showed a moderate degree of lymphoedema. On the upper and to a lesser extent on the lower arm were several dozen small smooth nodules (3-10 mm Cin diameter), some with brownish pigmentation ,(Figs 2 and 3). The bulk of the lesions were on the flexor aspect of the upper arm, but theree -were many on the extensor side, mainly above the elbow. There were no pathological glands.
i well r
Over the next two months more nodules appeared. 'There was no clinical evidence of a primary malignant melanoma or any other tumour in the t liver, in the eye, on the limbs, under the nails or tin any other part of the body.
Investigations: Histology of two nodules showed malignant melanoma (Fig 4) . Chest after radical mastectomy -is well recognizcd and .4,~~~~was described by Stewart & Treves (1948) .-~~~~~T his complication of Iymphangiosarcoma is rare ,~~~~~~~~~~and is said to occur in less than 0-5% of cases of -~~~~~l ymphoedema, on average ten years after opera-~4
.~t ion. The mechanism is not understood, but the 4A earliest change is a proliferation and dilatation of -~~~~~~~~~~v ascular spaces lined by hyperplasticendotheliLM.
In this patient the numerous malignant melanomas appeared in a lymphoedematous arm ten years after radical mastectomy for scirrhous adenocarcinoma. In spite of careful review of the histological appearances of the breast tumour could be established and there is no doubt that the breast lesion was a scirrhous adenocarcinoma and the new tumours are malignant melanomas.
Nor is there any evidence of a primary malignant melanoma elsewhere, e.g. in the eye, and there are no melanomas in the skin apart from those in the affected lymphoedematous arm. The inescapable conclusion is that the association of breast carcinoma, chronic lymphoedema and multiple melanomas is analogous to that of lymphangiosarcoma, chronic lympheedema and breast carcinoma described by Stewart & Treves (1948) . It seems that the factors responsible for the appearance of lymphangiosarcoma in chronic lymphaedema are under similar circumstances the cause of malignant melanomas, perhaps in an even smaller proportion of patients. I therefore suggest that malignant melanomas in a lymphuedematous arm following radical mastectomy for breast carcinoma form an extension of the syndrome described by Stewart & Treves (1948) .
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Dr M Feiwel: I wonder whether Dr Sarkany regards the nodules as multiple primaries or as secondaries.
Dr S C Gold: I would be interested to hear what Dr
Sarkany is considering so far as management of this patient is concerned. Dr I Sarkany: It is difficult to be certain whether histologically the melanomas are primary or secondary. However, this question does not really affect the fundamental aspect of this case, i.e. the association of the malignant melanomas, lymphoedema and breast carcinoma in the absence of overt melanoma elsewhere in the body.
In view of the patient's age, and other factors, we have decided against attempting arterial perfusion of the affected limb as a form of treatment and we have started local radiotherapy to the lesions on the arm. Some early improvement of the lesions has been noted.
Dr N E Jensen: There are certain parallels here with a case reported some years ago by M F A Woodruff (1964, Lancet ii, 265) . His patient had a radical mastectomy for a scirrhous carcinoma of the left breast, three years after having a melanoma removed from a foot with no evidence of recurrence or metastasis. After mastectomy, deep X-ray therapy was given, and within a few weeks there were thousands of melanomatous nodules in the irradiated area. Presumably the operation or the radiotherapy had activated latent secondary foci. Perhaps the lymphoedema is playing a similar role in determining the distribution of the melanomatous lesions on the arm in the present case. Dr K Sanderson: This is a remarkable case and I would like to offer a different explanation for the multiplicity of tumours. When a malignant melanoma of an extremity and its regional nodes are removed at the same operation one occasionally sees multiple metastases developing in the superficial lymphatics, resembling the tumours in this patient. It seems likely that the lymph stasis, which must follow adequate lymph node resection, favours the growth of the malignant cells present in the vessels at that time. Removal of the regional nodes may also reduce the natural immune responses to tumour cells.
It is possible that this patient developed a primary tumour in the arm and that the malignant cells entering the lymphatics grew into nodules in the stagnant lymph instead of being carried to their regional nodes, as would happen with normal lymph flow. If emboli entered the lymphatics while the tumour was small it might be difficult to distinguish the primary from the metastatic lesions.
Postscript (November 1971) : The whole of the right upper limb except the hand was treated with 5,400 R at 50 kV (Dr D B L Skeggs). After an initial radiation reaction with secondary infection there was complete disappearance of the malignant melanomas and the patient was well six months after the appearance of the lesions. -I S (Meeting to be continued)
